Public health responses to epidemics involving a novel, highly-infectious, and potentially deadly pathogen such as SARS-CoV-2 (which causes COVID-19) typically include medical isolation of infected patients to prevent and contain spread.[1](#Fn1){ref-type="fn"} These measures raise complex issues relating to family separation. For example, under what circumstances should uninfected parents be allowed to stay with their infected children in an isolation facility? Should relatives be allowed to see a dying patient for possibly one last time when routine visitation has been suspended? Many COVID-19 patients in affected countries have died alone in isolation facilities (Horowitz and Bubola [@CR12]), as happened during past epidemics of Severe Acute Respiratory Syndrome (SARS) in 2002--2003 (Pang [@CR21]), Middle East Respiratory Syndrome (MERS) in South Korea in 2015 (Shin and Nam [@CR26]), and Ebola virus disease (EVD) in West Africa in 2014-2016 (World Health Organization [@CR29]). Families of deceased patients are dealt a double tragedy when the bodies are disposed of immediately without funeral rites (Goh [@CR6]). Such measures are tragic but may be seen as a necessary cost of protecting public health, given the contagiousness and virulence of SARS-CoV-2, uncertainties regarding its transmission, and current lack of proven therapeutics and vaccines.

In this paper we examine ethical and practical issues with modes of "family presence" (FP) for isolated COVID-19 patients. Family presence refers to ways for family[2](#Fn2){ref-type="fn"} (or persons taking on familial roles) to be there for or with a medically isolated patient and can be physical, virtual, or surrogate. Physical FP is defined here as physical visits or care by family members within an isolation facility. Virtual FP refers to families being there for patients through non-face-to-face communication. In surrogate FP, non-relatives take on familial roles for patients in isolation. We examine the ethical management of these FP modes and argue for the promotion of physical FP under some conditions.

Physical FP {#Sec1}
===========

Medical isolation of COVID-19 patients in most countries currently occurs in acute hospitals or dedicated buildings with heightened infection prevention and control (IPC) measures to protect staff and non-COVID-19 patients. Restrictive visitation measures are also implemented for containment reasons; during the initial stage of the 2015 South Korean MERS outbreak, hospitals allowed families to provide bedside care, which likely fueled community spread (World Health Organization [@CR30]). Overly liberal approaches to physical family presence---where relatives choose when and how they want to be with infected patients---can undermine outbreak management and lead to worse outcomes for society as a whole.

Nevertheless, policies preventing physical family presence deserve ethical scrutiny for three reasons. First, such policies vary between and within countries. Some healthcare facilities, particularly when overwhelmed, may place an absolute ban on visitors for infected patients (Hafner [@CR10]), while others may permit visits in exceptional cases, such as for dying patients on compassionate grounds. This raises concerns of unequal treatment of patients and their families. Second, denying visits or care by a family member may result in adverse and potentially long-term psychological effects for medically isolated patients, their families, and healthcare workers involved in their care (Chung et al. [@CR1]; Gardner and Moallef [@CR5]; Mak et al. [@CR15]; Maunder et al. [@CR18]). Third, policies prohibiting visitation may discourage patients from seeking treatment, undermining disease control. The last two reasons contributed to the modification of Ebola isolation centers---biosafety level 4 emergency units or tents---with transparent walls to allow safe patient-family contact (Devi [@CR2]). In this way, Ebola patients are safely medically isolated but not socially disconnected: "family members pull up molded plastic chairs to the cubicles and even hold up small children to say hello" (Maliro [@CR16], ¶13).

Virtual and Surrogate FP {#Sec2}
========================

The World Health Organization (WHO)'s document "Guidance for Managing Ethical Issues in Infectious Disease Outbreaks" states that individuals placed in isolation or quarantine should be provided with "the means to communicate with their loved ones and the outside world" so as to "respect individual dignity and address the significant psychosocial burden of confinement on individuals and their loved ones" (World Health Organization [@CR31], 26). The recent position statement (part 2) of the Society of Critical Care Medicine on the ethics of outbreaks endorses e-communication, such as video calls between isolated patients and families, to support family-centered care (Papadimos et al. [@CR22]).[3](#Fn3){ref-type="fn"}

Despite this, virtual FP may not be implemented during COVID-19 because of resource or connectivity limitations or to protect the privacy of other isolated patients (Wakam et al. [@CR27]). Telephone communication may be used in place of video calls but is not always satisfactory: "families may be left feeling like they didn't get to say goodbye properly" (Wakam et al., ¶6). E-communication can increase the burden on overstretched healthcare workers who may need to provide assistance to patients using communication devices which increases the workers' risks of infection (Goldstein and Weiser [@CR8]; Rivas [@CR23]; Wakam et al. [@CR27]).

Additionally, healthcare workers may need to act as "surrogate" family by taking on roles usually performed by the patient's family, such as bedside vigils (Holmes [@CR11]), relaying information, including non-medical information, for concerned relatives outside the facility (Ng [@CR20]), [4](#Fn4){ref-type="fn"} and care-giving for isolated children separated from their parents (Koller et al. [@CR14]; Shaw, Yun, and Patel [@CR25]). While humane and compassionate, surrogate FP increases the psychological burden on healthcare workers.

Ethical Management of FP Modes {#Sec3}
==============================

The above issues with the three FP modes provoke the need to consider their ethical management, to better balance patient and family interests and the interests of society vis-à-vis public health.

One way to do so is to apply public health ethical principles. These may require, for example, that public health interventions be effective and necessary to achieve public health goals, proportionate and least-infringing, while ensuring that measures are also in place to minimize harms to individuals from restrictive measures (Kass [@CR13]). These principles justify actively supporting familial needs during epidemics, recognizing that restrictive measures such as isolation have effects on not only on affected individuals but also their family. This provides a strong argument for allowing virtual FP as a least-restrictive policy during epidemics, and investment in e-communication infrastructure should be regarded as an important aspect of pandemic preparedness and response. E-communication systems can be designed to remove reliance on healthcare workers' support and, importantly, they can be configured to "ensure that the families of patients in critical condition can be quickly contacted and brought to the patient's bedside virtually to be with them in their final moments" (Martineau [@CR17]).

Beyond facilitating on-demand virtual FP, e-communication systems have wider benefits for patient care[5](#Fn5){ref-type="fn"} and infection control in hospitals. For example, some U.S. hospitals have mounted bedside electronic tablets, allowing healthcare workers to monitor and communicate with COVID-19 patients remotely (Martineau [@CR17]). This reduces demand for limited personal protective equipment (PPE) while reducing infection risk. The added burdens of a pandemic can make healthcare settings become "more hierarchical and less human" (McNamee [@CR19]) and more risk-oriented than patient-oriented; allowing patients to e-interact with healthcare workers without masks (which would be required if interaction occurs at the bedside) and see their facial expressions can be comforting and humanizing (Martineau [@CR17]), while also facilitating verbal communication. Where hospitals lack resources to provide e-communication devices, patients or families could be allowed to provide their own.

Minors {#Sec4}
======

For some patients and families, virtual FP is likely to be insufficient to support their needs and well-being. During the 2002-2003 SARS epidemic, healthcare workers provided surrogate FP by acting as a "substitute family" for medically isolated young children (Koller et al. [@CR14], 5). Nevertheless, some of these children experienced psychological trauma from parental separation in an unfamiliar environment. Similar effects have been reported for isolated children during COVID-19 (Shaw, Yun, and Patel [@CR25]). To inform FP policies, more research is needed on the psychological impact of medical isolation on children during a public health crisis, taking into account factors such as the severity of the illness and duration of isolation. Possibly, virtual FP and surrogate FP by healthcare workers could mitigate the harms of parental separation for isolated children with COVID-19, especially those who are older and accustomed to e-communication with their loved ones and friends.

Whether at least one (uninfected or asymptomatic) parent should be allowed to be admitted with the child into the isolation facility thus depends on the maturity of children and the likelihood and degree of harm due to parental separation and the benefits of physical FP (including for healthcare workers in terms of alleviating their care burden). These benefits and harms need to be weighed against the capacity of the public health infrastructure to mitigate the additional risks of physical FP. Children with medical or other circumstances that require special care may significantly benefit from the intimate care of a parent familiar with their needs, increasing the justification for physical FP. The WHO interim guidance dated 13 March 2020 on "Clinical management of severe acute respiratory infection (SARI) when COVID-19 disease is suspected" recommends that mothers and infants should remain together, especially immediately after birth, whether they or their infants have suspected or confirmed COVID-19 (World Health Organization [@CR32]).

Parental autonomy over care of their children free from governmental intrusion, and to make decisions concerning their own health and risks, is another reason for justifying physical FP for children in medical isolation. While individual autonomy may justifiably be infringed to protect public health, parental autonomy should be respected in settings where SARS-CoV-2 transmission is relatively contained, there is little risk of an overwhelmed healthcare system, and risks are minimized for the designated caregiver. Other than allaying separation anxieties and distress, presence in the isolation unit enables parents to fulfil their moral commitments to their child, mitigates regret and grief should the child be lost, and maintains family integrity---the bond and resilience of family members to function and survive as a social unit through highly stressful or traumatic events, and as a whole afterwards. Onward transmission risk can be minimized by allowing only one parent (or, another relative deemed appropriate by the parent(s)) to stay with the child throughout the isolation period without leaving the facility (Goh [@CR7]) and requiring the parent to comply with necessary IPC measures to protect others and themselves. Parents should also be monitored for SARS-CoV-2 infection. If a parent has existing co-morbidities that increase the risk of severe COVID-19 disease and intensive care, he or she should not be allowed to be admitted with the child for their own interest and to protect scarce resources during the pandemic.[6](#Fn6){ref-type="fn"}

Dying Patients {#Sec5}
==============

The principles and values outlined above (least-restrictive intervention, patient welfare, and family interest) also argue against absolute prohibition of visits for isolated dying patients. Death has been conceptualized as requiring "a communal response of 'accompanying' the dying" which "clarifies our sense of self, upholds us in our weakness, and facilitates the achievement of an art of dying" (Dugdale [@CR4], 183). While the presence of healthcare workers could contribute to a sense of community and "convey the love you \[family\] long to share in person" (Siddique and Marsh [@CR24], ¶16), healthcare workers recognize that neither they nor virtual FP can replace physical FP in these situations; allowing visits would relieve them of tremendous psychological burdens and promote a healthy emotional distance from their patients (Halbfinger [@CR9]; Siddique and Marsh [@CR24]). Significantly, allowing physical FP at the bedside of a dying patient would provide better closure than other modes of presence. Risks could be minimized by requiring and providing PPE and limiting visits of short duration to only one or two family members. In places where the epidemic is well-controlled, healthcare facilities could consider allowing a family member to be involved in giving comfort care to a COVID-19 patient as part of good end-of-life care. The family should be informed of the risks and virtual FP should be facilitated for those unable or reluctant to come, whether to protect themselves or others. Visitors should be required to comply with quarantine orders, which would not impose significant additional burden in countries and cities already under lock-down.

Conclusion {#Sec6}
==========

Strict medical isolation that prohibits physical FP for patients is a recurring ethical issue in outbreaks and has been implemented as a COVID-19 response. In our view, it is unnecessarily harsh for healthcare facilities to adopt absolute prohibition as a default and unchanging policy during the course of an epidemic. This includes residential care homes. The toll of "family absence" has been devastating for patients in these facilities, particularly dementia patients who rely on in-person family support (Wang et al. [@CR28]; Devlin [@CR3]). Close to ten thousand additional deaths among dementia patients in England and Wales have been reported, which appears to be linked to reduced care and social isolation following restrictive visitor policies (Devlin [@CR3]). Physical FP should be facilitated for dementia patients whose care and welfare critically depend on it and who will not benefit much from virtual FP. Potentially, rigorous testing policies for residents, staff, and visitors could be implemented to mitigate the transmission risk of physical FP.

Whether to allow physical FP during COVID-19 and future outbreaks depends on clinical and epidemiological factors that influence infection and medical risks, available pharmaceutical countermeasures, and the resources of and strain on a healthcare system. If we accept that physical FP is necessary to mitigate the severe harms of isolation for at least some patients, and that it could reduce healthcare workers' burdens, then it is ethically justifiable for healthcare systems to allocate resources to facilitate physical FP, such as PPE and the training of family members to ensure effective use. This allocation is conditional on the assessment that physical FP would not divert resources away from healthcare workers and systems to the detriment of their effective functioning during a pandemic.

Physical FP may however be prohibited even when resources and other factors (e.g. low case numbers) are favourable for its implementation---shortage of PPE might be used as a reason to resist allowing family visits when there is little risk of critical shortage (Halbfinger [@CR9]). Much of this resistance lies in a simplistic view of epidemics spreading in populations made up of collections of individuals rather than complex social structures, and a "blinkered" focus on segregating infectious and uninfected individuals. The severe physical distancing measures implemented in response to COVID-19 have made the need to maintain social bonds starkly clear. Pandemic preparedness and response plans need to take into account the impact of epidemics on these social bonds. Consideration of the benefits and harm-reduction provided by physical and virtual FP can result in more patient- and family-centered isolation policies that are compatible with risk reduction, while respecting important individual and social values that should guide a community during a crisis.

Strict medical isolation may also be used to contain infectious diseases that are not endemic to a setting such as drug-resistant tuberculosis in-non-outbreak situations.

"Family" here refers to people who are loved or intimately related to the patient and hence need not be biologically or formally (e.g. marriage) related to the patient.

"Family-centered care" may be broadly defined as optimization of patient care that is planned around and experienced by families.

Such a task is usually performed by a family spokesperson in routine care.

These include meeting the specific needs of some patients, such as deaf patients by facilitating Virtual Remote Interpreting using the remote services of a sign language interpreter (Martineau [@CR17]).

In situations where infected parents need to be isolated and separated from their children, appropriate care arrangements such as by a willing relative and virtual FP should also be ensured for uninfected or asymptomatic minors who have to stay home or in a separate quarantine facility while their infected parents are medically isolated as part of a broader FP policy.
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